Introduction
Menarche is the first menstrual bleeding and represents the beginning of reproductive life. Average age at menarche (AAM) worldwide is 12 years, but it differs between girls according to ethnicity, living standard and lifestyle. 1 Menarche normally occurs between the ages of 10 and 15 years, but the variability in normal age of menarche has been discussed. 2 A major secular trend in AAM has been observed since the 19th century when the mean menarcheal age was approximately 17 years, and the decrease in AAM has been as rapid as 12 months per decade. 3, 4 Previous studies have shown an association between early AAM and earlier all-cause mortality, 5 cardiovascular mortality, [6] [7] [8] [9] higher risk of breast cancer, 10 cardiovascular disease (CVD), 1, 8 diabetes, [11] [12] [13] [14] [15] [16] obesity 15, 17 and metabolic syndrome. 15, [18] [19] [20] [21] Early AAM has also been associated with psychological disorders, depression, smoking and alcohol use in adolescence and early sexual behavior. [22] [23] [24] A systematic review of the literature found that 1-year increase in AAM was associated with a 3% lower all-cause mortality (hazard ratio [HR] 0.97, 95% confidence interval [CI] 0.96-0.98). 5 The aim of this study was to investigate the association between AAM and allcause mortality among women living in Tromsø, Norway. The hypothesis was that early menarche was associated with increased mortality. Tromsø is the largest city in the north of Norway, with 72,681 inhabitants by January 1, 2015. 25, 26 The Tromsø Study, which is a population-based prospective study, first started in 1974 and is one of the largest epidemiological studies in Norway. 26 The current analyses are based on the largest of the surveys (Tromsø 4) conducted during 1994-1995 and 27,158 men and women participated. A total of 19,078 women aged 25-94 years were invited to Tromsø 4, of which 14,293 women (75%) participated. 26 Women who did not consent to contribute to information for study (n=120), women who did not report AAM (n=1,763) and one woman who reported AAM of 33 years were excluded. Thus, 12,409 women were eligible for inclusion in our study.
Included variables
The main independent variable was AAM in Tromsø 4. In a self-administered questionnaire, the women were asked "How old were you when you started menstruating (age)?" The continuous variable was recorded in the following groups: ,12 years and 12, 13, 14, 15 and .15 years. Only 1.3% were 10 years or younger at menarche; this group was considered too small for comparison, and the youngest menarcheal group was therefore coded to ,12 years. We have previously found high reproducibility of information concerning AAM with a 7-year time span in the current population. 27 We also collected information about several other variables that may be associated with both AAM and mortality. Some of these variables were measured (eg, weight [ ) and obesity (BMI $30.0 kg/m 2 ). Cigarette smoking was classified as never, previously or current cigarette smoking. PA (hours/week) was grouped into sedate (light PA ,1 hour/week), moderate (hard PA ,1 hour/week or light PA $1 hour/week) or active (hard PA $1 hour/ week). For some variables, there were some missing values, but these accounted for a small percentage of the total dataset and were not expected to influence the end result.
The following variables were, based on previous studies, considered to be possible confounders (and not mediators) of the relationship between AAM and total mortality: age, smoking, PA at leisure, BMI and level of education.
Follow-up and statistical analyses
Follow-up started with the date the participant attended the examination in Tromsø 4 in 1994-1995 and lasted until June 30, 2015, date of emigration or date of death, whichever came first. The unique 11-digit personal identification number assigned to all Norwegian residents was used for linkage between the study population and the Norwegian Cause of Death Registry and information regarding emigration held by Statistics Norway. The Cause of Death Registry covers data on all persons with residence in the country, independent of where they died. Mean duration of follow-up was 18.7 years. During this time, 2,203 women died and 140 emigrated.
The statistical analyses included cross-tabulations, linear regression (for continuous variables), binary logistic regression (for categorical variables) and Cox proportional hazard regression.
In the descriptive analyses of associations between AAM and possible confounders (Table 1) , age at baseline was included as a covariate in the model to provide age-adjusted p-values for linear trend. When assessing the relationship between AAM and total mortality (Table 2 ), we applied Cox proportional hazard regression with attained age as the time variable.
In the Cox proportional hazard regression analyses, the reference categories were 13 years for AAM, less than university level of education, normal BMI, sedate activity level and never smokers.
Separate survival analyses were performed for women with attained age of 69 years or below and older women to examine whether there were differences in the relationship between AAM with increasing age. We ran similar stratified analyses for current, former and never smokers.
HR was interpreted as risk. 95% CIs were given. A twosided p-value of ,0.05 was considered statistically significant. We used IBM Statistical Package for the Social Sciences 
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age at menarche and total mortality: the Tromsø study ethics and permission Approval was given from the Data and Publication committee of the Tromsø Study and access to a data file with the described variables was received. The Tromsø Study is approved by the Regional Committee for Medical Research Ethics (REK) and the investigation is covered by this approval. All included subjects provided informed written consent. There was a strong, statistically significant positive relationship between AAM and age at baseline (p,0.001). Women who were ,12 years old at menarche were 11 years younger than women who were .15 years old (Table 1) . Table 1 displays the unadjusted relationships between AAM and some potential confounding variables. We also gave the p-value for linear relationships both before and after adjustments for age. It is noted that adjustment for age had a strong impact on some of the relationships (eg, that for hypertension).
After age adjustment, AAM was significantly inversely associated with BMI, educational level, serum total cholesterol, serum triglycerides and hypertension. The relationship with serum total cholesterol was of borderline significance, however. Age-adjusted serum high-density lipoprotein (HDL) cholesterol was positively associated with AAM (Table 1) . Alcohol consumption, smoking, parity and PA were not significantly associated with AAM after adjusting for age.
AAM and the prevalence of diagnosed CVDs (previous heart attack, angina pectoris or stroke) were not significantly associated after adjusting for age, but the probability of having a family member with CVD was lower in women with high AAM (Table 1) .
associations between aaM and total mortality
During the follow-up (mean 18.7 years), 2,203 women died.
There was no significant association between AAM and all-cause mortality before or after adjusting for possible confounding factors (Table 2 ). There was an indication of a U-shaped relationship between AAM and all-cause mortality, but the presence of a nonlinear trend was not supported by including a second-order term in the model.
When stratified for smoking habits (current smoking, previous smoking, never daily smoking), no association was found between AAM and total mortality in any of the three strata. In women with attained age of ,70 years (including 453 deaths), we found some indications of a direct, positive relationship between AAM and total mortality (p-value for linear trend over the AAM categories =0.05), whereas no relationship was found in women with attained age of 70 years and older (1,750 deaths, p-value for linear trend over the AAM categories =0.7).
Discussion
This prospective, population-based study found no overall association between AAM and all-cause mortality before or after adjusting for confounding factors.
Most previous studies found a significant inverse relationship between AAM and all-cause mortality. 5, 11 The review by Charalampopoulos et al, 5 which included nine studies that investigated the relationship between AAM and allcause mortality, cardiovascular mortality, stroke and death from IHD, found an inverse association between AAM and death from all-causes. Two of the included studies showed a U-shaped association. Another study observed a U-shaped (or an inverted J-shaped) association between AAM and all-cause mortality with a higher all-cause mortality among those with high AAM (18 or 19 years) and among those with low AAM (,14 years) compared to AAM of 14 years. 28 In addition, the results of the current study may give hints of a, albeit statistically not significant, nonlinear relationship.
Similar to some previous studies, 8 we found that there were relationships between AAM and some known risk factors for, inter alia, CVDs (Table 1 ). There was a consistent finding of inverse age-adjusted relationships between AAM and BMI, serum total cholesterol and triglycerides, low HDL cholesterol, hypertension and a family history of CVDs. Despite these relationships, we do not find an association between AAM and all-cause mortality.
Some studies have found a link between early AAM and higher occurrence of risk-taking behavior such as early sexual intercourse and more unprotected sex, early alcohol drinking and smoking. 22, 23 Such behavior could be attributed to the experiences of early maturation, and the feeling of entering adulthood could be strengthened by exploring what one considers as adult behavior. After adjusting for age, we found no association between AAM and smoking or alcohol consumption, however.
Some have suggested that women with late AAM, alone or in combination with a high menopausal age, could have lower mortality because they are biologically younger than their actual age. 28 If the latter hypothesis was true, we expected increasing AAM to be associated with lower all-cause mortality, but we found no consistent association. We have no obvious explanation to why our result contrasts with results from other studies.
limitations
This study has some limitations. We have no information regarding weight, height or PA level before menarche occurred. Although there is a strong tracking between childhood and adolescent BMI and BMI in adulthood, [29] [30] [31] these are important predictors for both AAM and mortality and should be taken into consideration. Other factors that could affect AAM are both excessive training and anorexia nervosa, which delay menarche 32 and increase mortality. Potentially, there could be information bias due to the selfreport of behavioral factors such as smoking and alcohol consumption.
It is difficult to completely control for this potential bias other than by carrying out a prospective follow-up from pre-menarcheal childhood to adulthood to secure that the information regarding AAM and, for example, BMI in adolescence is valid. We have found a high reproducibility of self-reported AAM with a 7-year time span in the current population. If anything, the reproducibility was higher in older than in relatively young women. 27 However, a high reproducibility does not equal validity, and it is difficult to know whether the self-reported AAM is the correct AAM. Thus, recall bias could be present also in our study. However, several studies have investigated the validity of self-reported AAM and have found relatively high correlations between self-reported AAM and the correct AAM (r=0.52-0.83), and that the mean recalled AAM does not differ significantly from the correct AAM, and concluded that self-reported AAM is accurate enough to be used in epidemiological studies. [33] [34] [35] [36] [37] Furthermore, to explain the lack of an inverse relationship between AAM and total mortality in our study by recall bias, we have to assume that, for example, older women (with higher mortality) have systematically reported a higher AAM than the correct AAM. Although we cannot completely rule this out, we do not find it likely.
strengths
This study has several strengths. It includes a large study sample of 12,409 women. The response rate in the Tromsø Study (Tromsø 4) is high, and after excluding those who did not report AAM, 65% of all women aged 25 years and older in the entire Tromsø municipality were included in our analyses. Living conditions in Tromsø are similar to those of other high-income countries, and there is reason to believe that the included women are representative for the general female population in Norway and probably other high-income countries, and that our results have external validity. Another strength is that physical examinations were performed by trained health care professionals. In addition, the participants were provided with guidance when answering the questionnaire and the risk of misunderstanding questions or wrongfully reporting from the physical examination is minimal.
Conclusion
We find no significant association between menarcheal age and all-cause mortality in the population in Tromsø. This result is contradictory to most previous findings, including our own, 7,28 but we are currently not able to pinpoint the reasons for this difference in findings. Adjustments for known possible confounders cannot explain our findings.
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No data available. The results presented are based on analyses of the much larger Tromsø Study database, and each project must be authorized and data cannot be shared.
International Journal of Women's Health

Publish your work in this journal
Submit your manuscript here: http://www.dovepress.com/international-journal-of-womens-health-journal
The International Journal of Women's Health is an international, peerreviewed open-access journal publishing original research, reports, editorials, reviews and commentaries on all aspects of women's healthcare including gynecology, obstetrics, and breast cancer. The manuscript management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors. 
